(i) Mrs. S., aged 54. Admitted to St. Mary's Hospital in May 1924. For two months she had noticed a lump the size of a pigeon's egg on the outer side of the left nipple. It was hard and unattached to the skin, and did not retract the nipple. There were doubtful glands in the axilla. On May 10, 1924, the lump was removed by local operation. The pathologist reported it to be carcinoma. In December 1934 the patient developed a cough which seemed hard, dry and causeless. Mediastinal secondaries were suspected. An X-ray examination of the chest proved negative. The condition is satisfactory to date. Period since operation: Twelve years five months.
(ii) Mrs. E. M., aged 47, was admitted to hospital in 1926 with a lump in the outer and upper quadrant of the left breast. This was removed locally. In March 1930 she was examined again and found to have an enlarged gland in each axilla. In November 1934 her condition was still satisfactory and there was no alteration in the glands. She has remained well since.
Period since operation : Ten years. (iii) Mrs. S. B., aged 43. Admitted to St. Mary's Hospital November 24, 1926 . A blow on the right breast three weeks previously had drawn her attention to a hard lump, the size of a small egg, situated to the outer side of the nipple. It was free from the skin and the nipple. The breast was partially removed, the muscles and axilla not being interfered with. She went home on December 2, 1926. Pathologist's report: " Carcinoma simplex." In this case the lump was larger than usual and the procedure was hardly safe but the patient did not wish to have more done.
Period since operation: Ten years.
(iv) Mrs. R., aged 52, admitted to St. Mary's Hospital in October 1928; she had a local operation for the removal of an early carcinoma in the left breast. In March 1932, she was readmitted with a tiny millet-seed nodule which, it was thought, might be a secondary deposit, and she was given interstitial radium. Dose: 6,232 mgm.-brs.
Result: The condition remains satisfactory, eight years after treatment.
(v) Mrs. M. M., aged 47, admitted to St. Mary's Hospital, June 1929, with a lump the size of a shelled walnut in the left breast, in the upper and outer quadrant. She had had no symptoms. The growth was removed locally and radium inserted. Dose: 831 mgm.-hrs. Pathologist's report: " Solid alveolar carcinoma of the breast." When seen again in October 1933, her condition was perfectly satisfactory. In this case also the size of the growth was larger than is considered safe for local removal.
Period since operation: Seven years five months.
(vi) Mrs. P., aged 39. Admitted to St. Mary's Hospital in September 1932, with a large mass of what was thought to be glands on the inner side of the wall of the left axilla, unattached to the skin. On September 13 the mass was removed, together with the axillary tail of the breast; the remainder of the breast was not touched. Radium needles wer6 inserted and a dose of 2,755 mgm.-hrs. was given.
Pathologist's report on growth: "Secondary breast carcinoma." The primary growth was not found but was probably in the axillary tail of the breast. In January 1933 she was readmitted to hospital for surface radiation and received a total dose of 29,418 mgm.-hrs. The skin desquamated and by March 1933 was completely healed. In July 1933 she had enlarged glands above the clavicle and insterstitial radium was given (dose of 3,094 mgm.-hrs.). In December 1933 a large gland was excised from below the jaw, and the pathologist reported: "Lymph gland containing numerous nodules of a rapid-growing lepidic tumour. It is undifferential, necrotic in parts, and contains numerous mitotic figures in others. It is either a secondary carcinoma, or possibly a primary lymph-endothelioma." In October 1935 there was no sign of disease. 22.7.36: Condition quite satisfactory.
The supra-clavicular fullness often seen after any form of treatment which interferes with the lymphatic flow has developed in this case. Period since operation: Four years two months.
(vii) Mrs. E. G., aged 66, was admitted to hospital in July 1933. She complained of a lump in her left breast; she had known of this nine months previously. Local excision of the swelling and of the axillary tail of the breast was performed. Radium was inserted into the axilla; dose, 3,168 mgm.-hrs. In December 1933 there was a suspicious fullness in the supra-clavicular region, and the patient was readmitted to hospital for surface radiation. Dose, 11,160 mgm.-hrs. to the axilla and 5,040 mgm.-hrs. to the supra-clavicular region. The skin desquamated freely. The patient's condition remained satisfactory, but in May 1936, 4,108 mgm.-hrs. of surface radiation was given as a precautionary measure.
Period since operation: Three years four months.
(viii) Mrs. E. M., aged 47, was admitted to hospital in December 1934. She complained of a lump in her left breast, noticed six months previously. At operation a growth, 10 X 8 cm. was removed locally. It was unattached and there were no glands.
Pathologist's report: "Solid alveolar and trabecular polygonal-celled medullary carcinoma of the breast." There was a cyst in the centre containing fibrin and altered blood. In April 1935 the patient was readmitted, as she was thought to have a dimpling of the skin at one point. Surface radiation of 6,800 mgm.-hrs. was given over a local area. Her condition remains satisfactory.
Period since operation: Two years.
(ix) Mrs. M., aged 43, admitted to St. Mary's Hospital, February 1929, underwent local removal of a mass from the right breast. The muscles, axilla and three-quarters of the breast were left untouched. Pathologist's report: "Carcinoma of the breast." In April 1929 enlarged glands were found in the axilla. These were removed, and 2,317 mgm.-hrs. of radium were applied. In September 1929, as it was believed that small nodules could be felt, the patient was readmitted and radium was applied to the breast and the axilla. She was examined again in September 1930 and there seemed then to be a little thickening of the scar, low down. In October 1932 this thickening, could still be felt and it was decided that radium treatment should be given as a precaution. In July 1933 the thickening was treated as a local recurrence and interstitial radium was given (dose 12,096 mgm.-hrs.).
This dose proved to be too severe; radium necrosis ensued and the area has never completely healed. In January 1935 the patient was readmitted. The slough was cut away and the area swabbed with zinc chloride to induce healing, but the slough is still present unhealed. Recently parts of two necrosed ribs were removed from the bottom of the sinus which still remained. Period since operation: Seven years nine months.
Mr. DUNCAN FITZJ-ILLIAMS: This series of cases of partial or local remlloval of the breast for early carcinoma have been selected to show all aspects of this procedure. A short while ago partial operations on the breast were looked at askance, but with the introduction of radium new methods have 'been adopted and our ideas have undergone very radical changes. Cancer should be regarded as a disease of three stages. Firstly a purely local affair, secondly with a spread to the lymphatics of the region, thirdly with free cells floating off into the circulation by means of the veins. In the first stage, of course, it is only logical to treat a local disease by a local operation supplemented and reinforced by the use of radium, though in this series cases are shown in which the local operation is quite sufficient without the use of any radium (Cases i to iv). Other cases are shown in which radium has been used, and an actual failure is shown (Case ix). In this case a local recurrence was suspected and an overdose of radium was given, with radium necrosis as a result. All grades are included, as far as possible, in the series.
It must now be recognized that is not the extent of the operation to which we owe our good results, but solely the earlier diagnosis and treatment. Halstead's operation is not really radical, and the lymphatic field does not end at the level of the clavicle. The surgeon ends his operation at this level to suit his own convenience, though at one time it was advocated that the supra-clavicular region was cleared, just as the surgeon never took away the lymph field in carcinoma of the tongue, but the lymph-field must have the same importance in the one operation as in the other.
The early diagnosis possible nowadays before the usual signs of malignancy develop, enables us to treat cases at a far earlier stage than ever before, and makes a partial removal of the breast just as safe as the partial removal of a limb, a tongue, a lip or a rectum, and this without the wide mutilation which is so important to a woman.
The old diagnostic signs of attachment to the skin, retraction of the nipple, and enlargeiiment of the glands, are all signs which arise in consequence of considerable spread. All are supplanted in quite early cases by transillumination, if it can be carried out, which is sufficient for diagnosis of even the smallest and most doubtful masses. It is a m;ethod. however, which needs a great deal of experience to master, but if once mastered it is very reliable. In passing I should just like to refer to another sign, usually termed the " flat-ofthe-hand " sign, which, as for many years I have pointed out, is only useful for advanced cases, by which time other signs have already miade diagnosis easy. For early cases it is useless, as it cannot help in appreciation either of chronic mastitis or of really early carcinoma. I know of nothing in connexion with carcinonma which has done more harm to early diagnosis than the reliance on this sign.
Dealing with the third stage of the disease, the stage of the floating cell, this may precede the second stage at a very early date, as soon, in fact, as a vein is invaded. I should like to stress the importance of early circulatory spread of the disease, which should be regarded as being more deadly than lymphatic spread, though this is quite opposed to the accepted view.
When cells escape along the veins they pass directly into the circulation, whereas if they pass along the lymphatics they are filtered off by the glands and their arrival into the circulation via the thoracic or lymphatic duct is quite a late phenomenon. I believe that most of the internal metastases are due to spread along the circulatory rather than along the lymphatic route. At the same time it may be pointed out that once the " floating cell " has escaped and been planted, no operation, however wide, or indeed any known surgical procedure, can effect a cure.
Decortication of the Lung for Tuberculous Pleurisy.-R. MILNES WALKER, F.R.C.S.
Man, aged 44, labourer. Admitted to the Royal Hospital, Wolverhampton, complaining of pain in the left side of the chest and of cough. He brought up a little sputum and felt generally weak; he was slightly dyspnoeic while lying in bed but was not cyanosed. Temperature 99-8, pulse 120; respirations 28. There was very little movement of the left side of the chest, which was dull to percussion, at the apex and "stony" dull at the base.
